
a more thorough state organization, sanitary
problems would be dealt with by specialists, free
from political restraint, who could emphasize, as
has never been emphasized, the enormous im-
portance of preventive medicine to mankind.

THE TREATMENT OF CHRONIC URETHRAL
DISCHARGE.

BY BENJAMIN TENNEY, M.D., BOSTON,
Surgeon to the Boston Dispensary.

THEORY.
Considering how difficult it is to grow them

outside the body, how short their natural life is in
the incubator, and how easily their artificial
growth is stopped by slight accidents of various
sorts, it has always interested me to theorize as
to how the gonococcus can exist so long and so
prolifically in a canal which is thoroughly flushed
Avith urine every few hours.
The most reasonable explanation to my mind

is that within a very short time after infection,
probably within a few hours, some of the bacteria
Which are very motile have penetrated some tiny
duct where they are safe from the frequent flood
of urine and can increase and spread to other
ducts between urinations. In other words that
there is a para-urethritis almost from the start.
Starting with the proposition that it is a possi-

bility for a man in ideal health and surroundings
and with a urethra of proper sort to acquire a

specific urethritis for the first time and be free of
all symptoms within three weeks, we are imme-
diately faced by the fact that he has many
brethren Avho are less fortunate, and the con-
clusion is plain that there must be a chemical or
mechanical factor to account for the difference or
else a combination of the two. Either the body
fluids are lacking in the power to throw off the
bacteria faster than they form or, in modern
language, " the opsonic index is Ioav " or else there
is some mechanical obstruction to their escape.
That the former condition obtains with some

patients I like to believe, because occasionally
symptoms persist after weeks of attempt to
smooth the Avay for the most remotely hiding
diplococci to float away.
That the second is the almost universal cause

for persistent urethral discharge as it is for
persistent discharge from other and unnatural
sinuses, I do believe, and so do most men if 1
understand their treatment correctly. A sliver,
a silk ligature, a bit of necrotic bone or other
tissue may keep up a continuous small dischargebecause the opening is not large enough for it to
float out bodily. Enlarge the sinus or make a
new opening through Avhich the irritating foreignbody escapes or remove it by pressure and thesinus closes and the discharge stops.The analogy is not solely with the urethra
which serves as a grand canal for the hundreds oflittle canals leading to the para-urethral glands,but with these canals and the ejaculatory ducts,the prostatic ducts, and the canals from Cowper's

glands all of which drain into the same channel.
At the beginning of any of these canals the
desquamated cells destroyed at the first invasion
by bacteria may form necrotic masses too large
to pass through the natural exit without greater
force than the gentle urging of the leucocytes
which are themselves of a size to pass out and
attract attention.
The idea of a vaccine by which the removal of

bacteria may go on more rapidly than their in-
crease is fascinating. Could the masses of dead
and dying cells be rendered sterile, the blood cur-
rents would doubtless build a wall about them or
carry them away ; but the essential element in the
new therapy is the handicapping of a definite
bacterium by a vaccine prepared from the dead
bodies of his own kind, and it is by no means
certain that any one bacterium is the cause of all
the long-standing para-urethral inflammations.
It is not very uncommon to find a smear without
Gram decolorizing diplococci and Dr. Charles
Duval assures me that many intracellular Gram
decolorizing diplococci Avili show luxuriant growth
on agar.
After the well-meant efforts of ourselves and

our patients and considering the varied and
abundant flora of the normal urethra it would
not be surprising to find that some other organism
was trying to fill the place once occupied by the
gonococcus, and can we have a vaccine for each
infection? Until we do we must continue to
work along lines which have given results satis-
factory though often sIoav in coming.
With the chemical treatment of chronic ure-

thral discharge in the way of dnigs SAvallowed or
used by the patient, this paper has nothing to do
because 1 seldom order them, and in my office
I only use silver nitrate in very weak solutions,
hot salt solution, and occasionally cocaine and
adrenalin.

PRACTICE.

The first ground to cover is to find the highest
point from which the discharge can come and the
rectal examination is the first one to be made after
inspection of the urine. Rarely does one of these
patients fail to show some signs of a past acute
and present chronic inflammation in prostate or
A'esicle or both.
The nodular feel of an infected vesicle, and the

masses of cells, cell membranes, and motionless
spermatozoa in the washings after gentle massage
are evidences which cannot be mistaken. The
unilateral enlargement, difference in consistency
between the two lobes, and the smaller plugs and
shreds with large numbers of mononuclear
leucocytes in the expressed contents are the main
points in locating the prostate as a constant
source of discharge.
If either of these conditions has been present

for six months or more avc may expect to find the
membranous urethra contracted. I was taught
that stricture formation never followed the first
infection. This is a mistake. Stricture forma-
tion is often very slow. In one case of mine

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at The University Of Illinois on June 25, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



where the membranous urethra accepted only a
bougie No. 8 French, the patient had a single
gonorrhea twenty years before, and had been
happily married for eighteen years. During this
time he had been free from symptoms and con-
sulted me only on account of shreds noticed by an
insurance examiner.
It is my belief that the location of the greater

proportion of real strictures in the membranous
urethra is due to the continuous irritation pro-
duced by the constant out-pouring of a purulent,
discharge from the prostate or vesicle which oozes
down between urinations and keeps the mucous
membrane hyperemic, even if it does not always
cause actual destruction of tissue.
If prostate, vesicles and membranous urethra

do not seem to afford sufficient reason for the
existing discharge a possible source may be found
in some para-urethral gland or glands which have
never been completely drained, or in a small
meatus which interferes with the free flushing of
the urethra.
In my hands the prostatic infection has been

much the most frequent of all, then the infected
vesicle, then para-urethral glands, and tight
meatus least frequent. The strictures I regard
as sequences of some of these other conditions
and as occasional causes of a continued discharge
after a later infection simply because they inter-
fere with perfect flushing and drainage of the
canal.
With each and all of these conditions the endo-

scope will show inflammatory redness of the
general urethral mucous membrane which is a

symptom of a constant supply of irritating ma-
terial from some definite source or sources and
does not indicate that the whole mucous surface
is one granulating area exuding leucocytes. On
the contrary if careful search is made one can
often find tiny dark red dots chiefly on the floor
of the anterior urethra from which droplets of
white secretion can be pressed between endoscope
and outside finger and these droplets spread
about are sometimes the cause of the general
redness of a nearly normal mucous membrane.
The chronic prostatic inflammations vary much

in the ease with which they will clear up. Some
will drain out if the urethra is properly dilated,
some will clear up under rectal massage, and some
seem to be favorably affected by deep silver
injections. Some improve with hot water lavage
of the rectum and others so annoy their possessors
that they gladly allow the surgeon to remove
them.
With any form of treatment except the last

with which I have no acquaintance, the time
required to accomplish a cure is discouraging to
all concerned. Occasionally it is a matter of
weeks, but often it must be counted in months.
The most obstinate case that I have yet handled
required three months of attention, but at the
end of that time, the patient passed a clear urine
after coitus and the beer test and his condition
has remained the same far at least two years more.
Some one has recently proposed an external

urethrotomy for these cases followed by curetting

and packing the prostatic urethra Avith gauze.
If the curetting is very gentle and the packing
generous it may be useful in some cases by
encouraging free drainage from the long and
tortuous prostatic ducts. It is an addition to our
means of treatment which has yet to prove its
value. To the writer the curettage seems

unnecessary and likely to do permanent damage
to this very sensitive region. Packing is a
reasonable procedure which I intend to use on
an occasional obstinate case.
Vesicular infections vary greatly in the care

and time required for cure. Rectal massage
clears up most of them; rectal lavage with hot
water helps some of them; some remain for in-
cision and drainage according to the plan of
Fuller and a fqw for total removal.
The two latter operations are so rational and

satisfactory that the chronic vesicular infection
with its attendant maladies is definitely curable
and within a few weeks, excluding the tubercular
cases.
Another recent suggestion of Belfield's is the

injection- of the vesicle through the vas deferens,
hoping thereby to flood the vesicle with a mild
antiseptic and wash out all the dead and infective
material. Anatomically this is possible and a

simple proceeding after the canal has been found
within the vas. The few reported results are all
favorable and indicate that the canal remains
patent after the washings are over.
If a case of infected Cowper's glands has passed

through my hands I have not recognized it. It
ought to be possible to see the orifices of their
ducts when inflamed but I have never identified
them in the living urethra. Considering the
rather long duct one would expect an acute tumor
rather than a chronic discharge as a result of
infection here and several such cases are reported.
A cross section of the urethra anywhere between

the triangular ligament and the glans shows two
columns of glandular tissue. The smaller one lies
above the urethra and rather between the two
corpora cavernosa and the larger lies along the
floor. The ducts leading from these glands open
into the roof and floor of the urethra and are
easily identified. Through these ducts the gland-
ular masses are infected and in about half of my
chronic cases those on the under side of the penis
can be felt hard, often tender, and pretty freely
movable against a sound.
At one time I thought these could be reduced

by massage and used a special sound flattened on
its convex surface for this purpose. The results
were disappointing and I have given it, up.
Occasionally I have dissected out some specially
large nodule and thought the discharge was
diminished thereby.
The most effective treatment of this condition

in my hands has been the sound of large diameter
or some form of dilator. The effect of these
instruments is to put the whole circumference and
thickness of the corpus spongiosum on the
stretch, dilating the little canals and compressing
the glands at the same time. I think it is this
effect rather than the stretching of " strictures of
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large diameter " so often spoken of which assists
in drying up the chronic discharge, and the in-
strument which will accomplish this with the least
mechanical damage to the mucous surface is the
best. Provided there is no continuous reinfection
from above, these cases usually dry up within a
few weeks.
The cutting of a small meatus is always desir-

able when it is tight for a 20 French calibre, but
there is no necessity of giving the patient a hypo-spadias.
The treatment in every case is to be directed to

the highest possible source of pus. A chronic
urethritis may be and usually is present but it is a
result of some localized infection outside the canal,
a para-urethritis.
It is not perfectly easy to explain the action of

washes on these cases. The urethra is normallywashed several times daily and the mechanical
effect of another wash cannot help much. That
there is a bactericidal effect on the really infected
para-urethral tissues is hard to believe, no matter
what antiseptic is used, unless it be so powerful
as to destroy the living urcthral cells which no one
would desire. If the fluid be hot or otherwise
slightly irritating it probably produces a hyper-
emia about the infected portions Avhich assists
in the process of repair as elsewhere in the body,
and this I believe to be their real value.
When our patients allow us to discharge them

" cured " we ought to be able to guarantee them
against stricture formation and I think we can
if vesicles, prostate and urethral glands have
resumed normal function and size. When the
patient insists on stopping treatment at his own
pleasure he must assume the risk of this personalaccident as well as the social risks which make
the saddest chapter in the study of genito-urinary
diseases.
The source of a chronic urethral discharge

fortunately is not difficult to find in the great
majority of cases, and Avhen found its removal is
a matter of ingenuity and patience. The rare cases
arc becoming less rare as avc know more about the
embryology and irregular anatomy of these parts,
and here the skill required to find the source of
the pus is the great thing. The treatment is
developed on well settled surgical principlesAvhich apply as well to the male urethra as to anyother part of the human body.

THE CRUSADE AGAINST TUBERCULOSIS IN
GERMANY.

BY EDWIN A. LOCKE, A.M., M.D., BOSTON.

(Continued from No. 13, p. 383.)
PAKT II. CARE OF T1U0 SICK AM) PROPHYLACTIC

.

MEASURES.
The struggle against tuberculosis in Germanynaturally began with the attempt to cure the sick,but little by little the fact has become evidentthat hand in hand with this should go the moreimportant measures for the protection of the well.

The motto of the modern campaign has thus be-
come " Heilung der Erkrankten und Schutz den
Gesunden."

A. Sanatoria {Heilstätten).
Beginning as early as 1855 with the establish-

ment of Dr. Brehmer's sanatorium in Goerbers-
dorf, the movement gained but moderate headway
until 1896, as shown by the fact that in that year
the total number of beds in all the " Heilstätten "
was but 750. The formation of the " Deutsches
Central-Koinite zur Errichtung von Heilstätten
für Lungenkranke " marked the beginning of the
modern movement for the erection of " Volksheil-
stätten," or sanatoria for the poor. Two years
previously v. Leyden in an important communica-
tion, " Ueber die Versorgung der tuberkulösen
Kranken seitens der grossen Städte," read before
the Eighth International Congress of Hygiene in
Budapest, had prepared the way for this awaken-
ing. With v. Leyden are associated the names
v. Ziemssen, Gerhard, B. Fränkel, v. Leube,
Pannwitz and others in this early Avork. The
rapid growth of the sanatoria movement in recent
.years is strikingly shown by the following figures:in 1896 there were in these institutions a total
of 750 beds; in 1900, 3,700; in 1905, more than
8,000. There are at, present nearly a hundred
sanatoria with approximately 10,000 beds. The
sources of tho funds for erect Ion and maintenance
are various, and include the State Insurance
Societies, the Red Cross Society, the cities or
communities, corporations, societies and individ-
uals. In all cases, however, the general super-
vision of erection is in the hands of the " Central-
Komite." Acting upon the principle that " the
best is the cheapest," these institutions have been
built in a most complete manner at great cost.
The largest and most elaborately built are the
insurance sanatoria.
Disregarding climate and elevation, that loca-

tion is considered best which is not too far re-
moved from the place where the patient is accus-
tomed to live, is protected from wind by woods
or mountains, has a sunny exposure, in an atmos-
phere free from dust and smoke, and with good
water, dry soil and effective drainage. A large '

tract of land is desirable in order that long walks
may be possible without going from the sana-
torium grounds. The building is most commonly
of such type as to give the maximum of exposure
to the sun, i. e., in the form of a blunt angle orwith wings and of not more than three stories.
The single large building is less expensive to erect
and maintain than the one-story pavilion type.
All the service rooms, dining-hall, machine shopand laundry arc placed at the back. A few are
constructed with large wards, but as a rule the
sick rooms are small, holding only from one to
six beds. Every " Heilstätte " is provided with
balconies for the rest cure. Much attention is
given to beautifying the immediate surroundings
of the institution. The details of the toilet and
administrative rooms need not concern us here.
Ample provision is made for special examination
and treatment rooms (including hydrotherapy)
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